This study examined the mortality in the elderly during 243 respite hospital admissions. Sixty four dependent elderly patients entered a regular respite care scheme and were admitted to hospital for a period of 4 weeks out of every 12 weeks. The mortality rate in hospital was one death per 9 76 days, in comparison to one death per 1296 days at home. This small increase in mortality should not deprive patients and their carers from access to respite care.
INTRODUCTION
Increasing numbers of disabled elderly patients are cared for in the community. Hospital respite admissions to provide these carers with a break are an important and long established source of support.1 Some authors have reported that admission of frail elderly people to hospital is associated with dangers,2 including an increased morbidity and mortality, and should therefore be discouraged,3 whilst others disagree.4 5 This geriatric medical unit runs a respite care scheme whereby dependent elderly patients cared for at home are admitted to hospital for a period of 4 weeks out of every 12 weeks. Such patients would otherwise be deemed to require long -term hospital care if they did not have a carer at home. The purpose of this study was to ascertain if respite admissions to hospital are associated with an increased mortality rate by comparing the mortality rate during respite admissions with that at home. As each patient experienced care at home and hospital, such a comparison may have increased validity.
METHOD
The medical records of all patients included in the scheme between September 1981 and June 1988 were analysed. Patients were referred for inclusion in the scheme after a full multi -disciplinary assessment. Patients considered fit for residential care were referred to social services, and confused but physically fit ambulant patients referred for psychogeriatric care. Therefore, those entering the scheme were physically dependent, unable to walk unaided and requiring assistance with activities of daily living. The cause and date of death were obtained from death certification or hospital records.
The Ulster Medical Journal RESULTS A total of 64 patients (17 male, 47 female) participated in the scheme between September 1981 and June 1988, and 243 respite admissions occurred. Their mean age was 81 (SD ± 7) years with a mean time in the scheme of 11 ± 9 months. Of these, eight died during relief admissions, five died at home and seven died after acute admission to hospital from home. The mean time in hospital for all participants was 122 (88) days and the mean time at home was 243 (190) days. Therefore, for all participants, one death occurred per 976 days in hospital and one death per 1296 days at home. Alternatively, 40% (8 out of 20) deaths occurred at home compared with the 33% expected, had the death rate been identical at home and in hospital. However, 95 % confidence limits for the true proportion dying at home were 19% and 64 %. These limits are wide, so although the 40 % does not differ significantly from the expected figure of 33 %, there is some possibility of an important difference being overlooked (ie a type 11 error). Details of all patients who died while participating in the scheme are given in the Table. greater. The patients who died in hospital during respite admissions did not differ from those who died at home or after acute admission to hospital in terms of age, mean time in scheme, female to male ratio, diagnosis or cause of death. The increased mortality and morbidity following relocation of the elderly have been highlighted previously6 and appear greatest in the very elderly, confused and incontinent.2 The causes of the increased risks are uncertain, but are likely to include exposure to multi-antibiotic resistant hospital bacteria, and to the social and psychological effects of a change in environment6 and patterns of care. Our findings do not support the view that admitting elderly people for respite care should be discouraged because of very high mortality rates in hospital. This is in contrast to the study of Rai et al3 who reported that 13 % of patients admitted to hospital for holiday relief and 35% of patients admitted for social reasons died, and therefore concluded that admission should be discouraged because of the very high mortality. This latter group did not provide evidence of expected mortality for these patients if they had remained at home, and it is likely that their high mortality in part reflected medical factors rather than social factors alone precipitating need for hospital admission. It is in our judgement often difficult to separate the intertwined medical and social factors contributing to the need for hospital admission, and deteriorating physical independence may be mistakenly interpreted as a need for relief admission rather than active appropriate medical intervention.
The patients accepted for the Royal Victoria Hospital scheme were severely physically disabled. Their mortality of approximately 30% per annum is much higher than the estimated overall mortality of 80-year-olds which is approximately 4% per annum (Registrar General's Report, Northern Ireland) but is in keeping with the 37 % per annum reported for elderly patients with similar disabilities. 5 Our results indicate that the elderly dependent patients represented in this study have a high overall mortality whether at home or in hospital. The small increase in mortality which occurs following admission to hospital should not deprive informed patients and carers of their access to respite, if alternate support in the community is inadequate or unforthcoming.
